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Part 1: Insurance Cover E—#{7 : #ERHE

*Please fill in the sum assured : FHE IR T

LIBERTY CIVIL SERVANT PENSIONERS’ PROTECTION SCHEME
FREHAH RS FRHTD

Application for Insurance {RB& &3

Plan of Insurance {REG G2
Liberty Civil Servant Retiree Scheme FIE R DTE BARFAFHRE

Face Amount - HK$ 2R &5 51

Part 2: Life To Be Insured / Policyholder Information 88 _#{3 : 2R A/ENEETARE

1. English Name as appear on identity document

WA (LAS 1 BRI R%E)

2. Chinese Name (if applicable) "3 #4 (LniEf)

3. Sex R

[ Male [] Female #Z

4. Date of Birth {14 B 58

DD H MM B YYYY

5. Age Last Birthday i 4 B &

6. Place of Birth {141t

7. Nationality BIFE

8. HKID / Passport No. #5178 / SRR

9. Cortespondence Address R EF 1L

10. Contact Information Bfi#% & #

Mobile No. F 1 : Home Tel (3 £&E 5 :

11. E-mail address &5 E§ibh-

12. Occupational Information e

a. Job Title BEfir

b. Exact Duries Bt 7E S0 &

c. Date when First Appointed to Civil Service S #7152 BEFA BT &9 B 5

DD A MM A YYYY 4

d. Date of retirement fCommencemen[ Date of Pension Payment)

RNR B RIS H B

DD H MMA YYYy #

e. Pension Scheme RREEHEI

[] New Pension Scheme $TiER&5TE] [ Old Pension Scheme & iR K& 7 El

f. Category of pensioner JRKA 855l

[ Category A FEAR [ Category B ZHAR

Highest Pensionable Emolument (Monthly)

b B AT MR S PR (S 1)

HKS ¥

h. Expected Monthly Pension TRHBR K& 8 A A[ R 2 R

HKS$ B8

i. Commutation Percentaieé for Lump-Sum Pension Gratuity

IRRE & E BT

j- Are you considering to work, or confirmed to work, after retirement? If so,
lease provide derails on the company name, business address, nature of
Eusmess and ]ub title and nature.
EERERRARETE? ﬁﬂ%%&f#ﬁﬂﬂﬁﬂm
ﬁ iﬂl b1 ¥f§'&§ Bl B TAREE

[ Yes & Derails FAHEH -

[ No B2

Part 3: Beneficiary E=#{7 : 288 A

English Name (underline the surname) 34 (TEREE T ANERR)
1.

Chinese Name "R 3C#E#

Identity Document No. &5 {8 IFRIE Relationship S5 6= A&

Percentage FiftEE

2

3.

Part 4: Life To Be Insured’ s Personal Habits SE#{7 : #EABEARR

1. Have you used tobacco (cigarette, cigar, pipe, chewing tobacco) at any time? M TS EEAEE (F&F - Sht - EHEGREFL)?

If yes, please provide the following details EBE ERHUTER
Date last used tobacco T/&FEAEE HH

Type 5

How many years were you a smoker? {3 F & & ) 5 Ef

2. Do you drink alcohol? If yes, please provide the following derails: B FRE S AERERTIER

Kind &¥#

[Yes 2

[ No 72

3. Do you have a drug taking habit? If yes, please provide details: B FELEAREEWEMIER - FREEH

4. Do you participate in, or do you intend to participate in any private flying, any hazardous sports, or races?

HMTYE2ARERSELAMERTRERILES - B2
If Yes, please complete the corresponding questionnaire.

HE  REREERE

Part 5: Life To Be Insured’s Health Information BAH : REARERE

Daily Quantity & H# =
What was the reason you ceased smoking? 1% L5 FREE &) R
YRR - A B REARER [ ¥es 2 [ No T2
Amount 15 & Frequency SEZ 1B
O Yes 2 O No T2
O Yes 2 ONoF2

‘ 1. Please state your height and weight FBEBHR OS2 RHUE

cm B3 kg 2fT

IfanyR;YE’ﬁpé‘tl% g{?;%gcldmils
Epai=t oy




2. Do you have any weight gain or loss of more than Skg in the past year? B Mi@A—FHERSE MR LEESAT? [OYes =& [ No F=2

3. Have you ever suffered from lung/respiratory disorders, digestive disorders, enlarged glands or enlarged lymph nodes, CYes &£ [INo T2
or any other disease of the eyes, cars nose, mouth or throat, tuberculosis, asthma, chronic bronchitis, diabetes, duodenal
or gastric ulcer, kidney or bladder disorder, prostrate problem, high blood pressure, chest pain, heart disorder, coronary
artery disease, stroke, epilepsy, cancer or tumour,thyroid disorder, mental or nervous disorder, deficits in cognitive abilities,
any form of hepatitis (including Hepatitis B carrier) or liver disease, blood disorder, skin disorder, muscudoskeletal or joint
disease, systemic lupus erythemarosus, arthritis, HIV infection, AIDS, AIDS relatived complex or any other sexually transmitted
disease, or any other physical impairment or deformiry? B S & B A/ AERRE  MERRRA - RIBEASMERR
RIEA - EMR B - B DREIHRE - Wiz - B - BIESTRER - R - +ERREAR - BREER

- BIFIERRDE - SME - WO - OIS - BOBIRER - PE - L  BESEE - FARR - BmainiE AR

WRIE » AR NIERE - ERR O A (ORI AGSR) TR « IRKEE - R - AR BRRENRIE - AIB0RE - FEA -
ANEBRZ R TASRA - Bl - BREREROHHESR AR R?

4. Have you ever had any physical or health impairments not mentioned above? B T AT TR 3R R AR EERE? OYes 2 [1No T&
5. Have you been advised in the past 5 years, or are you planning to or currently have any medical investigation OYes = [1 No =&
(e.g. ECG, CT scan, blood test, biopsy or other test), medication, medical treatment or advice?
MTL2EMBERFARES - THRREEZTARERANTINOEER - REEE - FEEERIELER)
SRS AR AR SR ?
6. Do you have any regular docror? If yes, please give name and address. O Yes 52 O No T2
MTREERETEBEAR F2AWIEINE « Eie B aE it
7. For Female Only (R % M)
a. Have you ever had, or been told to have, or been treated for, or are you intended to be treated for any disease/ O Yes 2 [ No T2

disorder of the cervix, uterus, fallopian tubes, vagina, ovaries or the breast?
MTELRES  WEANBFEATEE - 7= - BNE - BE - WEIIBE 2 HFIKHE?
R TR R AR R AR

b. Have you ever had, or have been advised to have investigation and/or treatment of the cervix, uterus,fallopian tubes,| [ Yes = [ No T2
vagina, ovaries or the breast, such as pap smear, cone biopsy, colposcopy, ultrasound, mammogram or surgery?
MTEERA, RERRERRENEUSETER 78 - GilE - BE - NESILE - flinFEBaAREN -
SRR AR LR - BEH - BER - ILEXEF ?

c. Are you now pregnant? If yes, please state number of months, B FRERTERMNL - FMCEZAH O Yes 2 [ No ~&
d. Have you ever had complication during or as a result of your pregnancy such as high blood sugar, high blood O Yes & [ No T2
pressure or other complications? ﬁ?%%&ﬁ%%%ﬁiﬁﬂ@ﬁ@ﬁ@g NS MK - RS H A EE?

8. Family History
Have any of your immediate family members ever had heart disease, high blood pressure, kidney disorder [Yes & [ No T2
(polycystic kidney disease), polyp of colon, stroke, diabertes, cancer, Hunrm_g_mn s Chores, Muscular Dystmphy.l'Armphy
or any OTHER inherited discase? M T EBRER S BT 24 00K - SNE - BH(SEE) - BBER -

BIRAS - AE - R FCEIT + JUASHRE S R RS - jﬁnﬁﬁ“Tﬁkﬂi EE%EEE%E@@E?H&R 8

Please also state the health status of your immediate family members below. FHER EERERSEFEAMMR «

Living - Age Age ar Death Cause of Death Health Status - Any Disease(s) and Onset Age
{2 R/ SR SR E AR, 108 BR, IR RREER
Father 23

Mother &3f

Brothers and Sisters 035485k
Supplementary Information #78&#!

Part 6: Insurance History 7N : Rt AR

Have you ever been refused insurance or been offered insurance with restricted benefits at other than standard rates. If yes, please give derails. [ Yes & [1 No T5&

BT 8 B A REE R R IR B TR R GIRE AR SRR R SN B R R MRER » B2 - SREFE

Part 7: Replacement Declaration $-t#{7 : B{E2H

a.  Have you replaced (Note 1) in the past 12 months any or a substantial part of your czustmg life insurance policy(ies) with this application/proposal?
BTREPMEZLREARNENRRPEFESRSFENAM TEARERRBE  AMREARERBRRERNARHOIRRSE ?
O Yes 2 (please complete a Customer Protection Declaration Form SEE (EPREREEY)
[0 No I (please answer question b below 55 % B 51| #&b)

b. Do you intend to replace (Note 2) in the next 12 months any or a substantial part of your existing life insurance policy(ies) with this
application/proposal?
BTREGHEMRRRI2EAAKEMRREEE/EAFTNRE TENRGRBE SRR EMRASRREARIHOERRKR ?
[ Yes &  (please complete a Customer Protection Declaration Form i5H 5 (FFREBHE) )
[0 No /2 (please read below Declaration carefully and sign #8700 TIBAZE)
I realize if I answer "No” to both questions above but indeed,

i) this application/proposal has replaced any or a substantial part of my existing life insurance policy(ies) in the past 12 months; or

ii)  my current intention is to replace any or a substantial part of my existing life insurance policy(ies) in the next 12 months by this application/proposal,
I may jeopardize my future right of redress if I find later that I have been disadvantaged because of such replacement.
FANABIREAR LR EREEER (4]  meEEL

) ENRRFEE/ESEINBE12EARN  IRFACAREERREREMRERRREANABHNZHRD X

i) AABRITERRFI2EAR - UEGRFERFE/EHENCH FTEAREARBE  SDREMRERREEAREHARBAKL -
B RSB REARNGREBAATZIE.  AARRALMA BB ENETEE -

I hereby authorize the insurer of the new life insurance policy to give the Insurance Agents Registration Board, the Hong Kong Confederation of Insurance Brokers, the Professional Insurance
Brokers Association Limited, the Insurance Authority (“IA”), the Hong Kong Federation of Insurers, the insurer(s) of the life insurance policy(ies) that is/are being or has/have been replaced (if
applicable) or other parties, as required for proper administration/implementation/execution of the Code of Practice for Life Insurance Replacement and the Minimum Requirements for insurance
brokers as specified by the IA under the Insurance Companies Ordinance, a copy of this Replacement Declaration and any related records or information.

FABERFSBRRENRRATNRBAERLEAS  TERRENNE - THSXRRBLBEERLT - REEEE ( [RE] )  TERBERE  FHEHE
DRI ERNRARESHRARBEORBAR (MERE ) - RAETHHELHT/RET (FRERTAD ERANEANRBIEEY [RIERERE] R0 - JR2EE

MR | Mald - SURERERLERSIES -

Signature of the Applicant / Proposer ERZEA / RIRAKE Date (dd/mm/yyyy) #HHH (B/A/F)




Notes:

Note 1: The agent/broker must explain this Replacement Declaration to the applicant/proposer before the latter signs it, but this Replacement Declaration does not form part of the application/proposal for the new life insurance policy.
EEAABRRABSA [HEREH] 2 - REAREAELAERSAANRARE [BRFEY] A% B4 [HE2Y] ITEFFRARENRRDHESBABNEP 0 -

Note 2: Any transaction involving the purchase of life insurance is construed as a Replacement if (i) any existing life insurance policy(ies) or a substantial part of the sum insured of its/their basic life coverage has been/have been/will be
terminated or (ii) a sub ial part of the g d cash value of the existing life insurance policy(ies) was reduced/will be reduced including where a policy loan was/will be taken out against a substantial part of the guaranteed cash
value, Existing life insurance policy(ies) include(s) all types of traditional life, annuity and other non-traditional policies of the applicant/proposer, which has/have been terminated within 12 months before or will be terminated with 12
months after the new life insurance policy’s issue date. Termination includes lapse, surrender, converted to reduce paid-up or extended-term insurance under the non-forfeiture provision of the existing life insurance policy(ies) “A
substantial part” means “50%” or above. However converting term life insurance to whole life insurance (or some forms of permanent life Insurance) under policy provisions of the existing life insurance policy(ies) is not construed as
Replacement. fEIBERMMLS - NP R() FHRATRRENEIZAFTRARENABOHRB\D S LS EELE - RHRERRAEEAABONRSEED NG ERH D - 815 - ABONRSEE
BRI/ EIEARERE - EREA [BR] - BATRRECRENESRAELNBAE12EAR - SFAERACSLLAHER INTARRAE - SREILENSRUNERSTR -
FHREMIFEASHRE - RIHRERE  RREAY  BERIGEDAFTREREN TRERGR  SREBAREEH/REIRE - [ABH] 38 [50%HA L] - EREDEFRREGR  HEHS
BREREHLSEAFRAE ( RFLEANRDSREE ) - AT ERRA [BR] -

Part 8: Cancellation Right Declaration S/\#{7 : RREE

I UNDERSTAND that I have the right to cancel and obtain a refund of any premium(s) paid by giving written notice. Such notice must be signed by me and received directly by Company’s Office
before the later of 21 days from the date of this Application, 14 days from the date of Issue of the Policy or 5 days from the date of a Notice informing me or my representative about the availability of
the Policy and the expiry date of the Cooling-off Period. No refund will be made of a claim has been paid.

FASHAEHUAEEIVHRR - Y ENRRBFRBF RN _+—FRA - REBFFARMTIRA - 5 CBAR) (HBEETUERREN 8] WERA )
EFFAREANRREBRIIAA (AREERE ) - BEZTHEARZMRE - MPNRANCEREN S BER -

Part 9: Declaration And Authorization S8/ 88{7 : BRI R &

I hereby declare and agree that

(1) the answers and statements made in this Application and in any other documents forming part of this Application (collectively, this Application) are complete and true (and will be complete
and true at the time of payment of the initial premium) and will be the basis of my contract that may arise;

(2)  all material facts, being facts which might influence the assessment of this Application, have been disclosed in this Applications, it is being understood that failure to make such disclosure
renders the contact voidable;

(3) the Company will not incur any liability pursuant to this Application unless the Company has approved the issue of a policy and then only if the initial premium therefore had been paid in full;

(4) no person (including any agents or brokers) has the authority to make or modify the Company’s policies or waive any of the Company’s rights or requirements.

EABSEILAARRE
(1) WEFERREMEMERLRFRZAELRHAE IWRFER] PR 2SRRI AT REE RGN ERAHIRERB T2 REE) WK AR fkEE
M& H2 R

(2) MAREEE LEREAFZETHLAFRZETHCRULARRTER - SEMESEIREEE A EE O8N
(3) BIFEAREHEAEBERREMAREZZERERTZEAN - SRARRRTEREBN EERFAEEAMEE
(4) ERAL(BRER)EEERLRZRERBRERNEARZERHEE -

I hereby authorize

(a)  Any doctor, hospital, clinic, insurance company, government office, organization or persons who has any records, knowledge or information about me (whether medical or otherwise) to disclose,
release or transfer to Liberty International Insurance Ltd. (“the Company”) or its representative such records, knowledge or information pertinent to this Application for insurance, reinsurance and
any claims arising therefrom; and

(b)  The Company or any of its appointed medical/paramedical examiners or laboratories to perform necessary medical assessments and tests to evaluate the health status of me in relation to this
Application for insurance, reinstatement and any claim arising therefrom. This Authorization shall bind my successors and assignee and remains valid notwithstanding death or incapacity.

A photostat copy of this authorization shall be as valid as the original.

BABEFRIEEH

(a) HEEABRFEFABEZLE FHIEMERIELENZBE - Bk - 25 - REAF - BT #EALREWLRESE - BROFLALASIEZEMN
REFFEERRBRERLA [ALF] ) RERREE - SERIUB LIRS - FHERER &

(b) HARRELRREZBE/BEASRBMETY R Z R RBR - METHERLRRETE  EROBFRALMSIEZEARESBZFATSHOMREER - hiFE
BHARAES2BERARLBATORD - URTNESFWER RN EDATR -

UWEEENERRENARBEY

Signature of Life To Be Insured Place Date (dd/mm/yyyy)
ERAEE FEM #=EBH(R/A/IF)

Producer information

Agent/Broker code Agent/Broker Name Agent/Broker Signature & Company chop (if applicable)




Liberty International Insurance Ltd.
13t Floor, DCH Commercial Centre,
25 Westlands Road, Quarry Bay,
Hong Kong.

www libertyinsurance.com.hk

LIBERTY CIVIL SERVANT PENSIONERS’ PROTECTION SHCEME
APPLICATION SUPPLEMENTARY FORM

To be completed by the Life to be Insured/Applicant

I, holder of HKID/Identification document no.
Name of Life to be Insured/Applicant (please print in block letters)

Policy No. hereby submit the following as supplementary information to my application for

Reducing Term Life Insurance dated (dd/mm/yyyy).

(*Please delete as appropriate)

Declaration

I, the LIFE TO BE INSURED/APPLICANT, do hereby declare that the above statements are complete and true that they
are correctly and fully recorded.

And I, the APPLICANT, do hereby agree that this supplementary form, together with the original Application and all
additional documents related to the Application, will be the basis of the contract between me and Liberty International
Insurance Company Ltd.

Signature of Life to be Insured Date Signature of Applicant (If other Date
than Life to be Insured) (dd/mm/yyyy)
Witness Date Witness Date
(dd/mm/yyyy)
For Office Use:

CSPP - Application Supplementary Form




Liberty

Insurance..

CREDIT CARD PAYMENT AUTHORIZATION

I/'We hereby authorize and request Liberty International Insurance Ltd. to debit the initial premiums and
subsequent premiums from my VISA/MasterCard Account for the premium stated on the Liberty Civil
Servant Pensioners’ Protection Scheme — Reducing Term Life Insurance Proposal, until further written
notice from me/us.

Name of Applicant:

(please print in block letters)

Visa* / MasterCard* Account No. *please delete as appropriate

Expiry Date: (credit card must be valid for at least 12 months in case of Monthly Payments)

M Y

Issuing Bank:

(please print in block letters)

Name of Cardholder:

(please print in block letters)

Cardholder’s Identification No. (#)

(# HKID No./Passport No./Business Registration in case of company)

Signature of Cardholder: Date of signing:
(must be the same as the specimen signature of the
above credit card account)

dd mm yyyy

Broker’s Name :

For Office Use:

Policy No. 1* Debit Date: / / (dd/mm/yy)
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